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Fig 2. IVUS images demonstrating adequate perforation of the
dissection membrane. A, Probe in the true lumen at the level of
the external iliac artery. B, Probe in the distal aorta, at the level of
the ﬂap perforation. C, Probe in the aortic false lumen, cranial to
the perforation site.
Fig.
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564 Abstracts August 2013CTA revealed an intact surgical repair of the ascending aorta and
a stable dissection across the entire aorta extending into the left common
iliac artery. There was compression of the internal lumen of the left common
iliac artery by the false lumen without a re-entry site at this level.
After discussing with patient, we agreed to attempt an endovascular
fenestration with the objective to create a distal re-entry site and subsequent
equilibration of pressure gradients.
Procedure: Ultrasound guided left Common Femoral access was
achieved, and a 6 french sheath secured. A 0.035’’ hydrophilic ﬂoppy wire
was advanced into the true lumen. IVUS was used to conﬁrm true lumenwire placement, as well as the functional collapse at the level of the common
iliac artery. The wire was exchanged for a 0.014’’ support wire and the Out-
back re-entry catheter was advanced in a retrograde fashion to approxi-
mately 4 cm above the iliac bifurcation. Utilizing the catheter’s radiopaque
markers/guidance system, the hollow needle was projected forwardmanaging
to perforate across the aortic ﬂap. At that time, the wire was advanced into the
false lumen and the re-entry device removed. The wire was promptly
exchanged to a 0.035’’support wire and multiple balloon dilatations were
accomplished uneventfully to a maximum of 18 mm (Figs 1 and 2).
The next morning, we encountered a symmetrical femoral pulse exam.
Repeat noninvasive stress testing demonstrated an ABI > 0.99 which did
not change with exercise testing. Remarkably, the patient referred that his
usual symptoms had completely resolved.
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Background: Chest irradiation produces a number of sequelae
including severe calciﬁcation of the ascending aorta and proximal supra-
aortic branches. Multivessel supra-aortic branch revascularization typically
requires ascending aortic inﬂow when extra-anatomic bypass is inadequate.
This case describes a procedure tailored to the high risk patient with a hostile
ascending aorta.
Case Report: A 66 year-old male presented with severe vertigo and
syncope, particularly when performing overhead activities. The patient
also suffered from oxygen-dependent pulmonary hypertension and had
been treated with high-dose chest and neck radiation for thyroid cancer
50 years prior. The patient had a history of bilateral staged replacement
of severely calciﬁed preocclusive common carotid arteries with Dacron inter-
position grafts.
CTA and duplex demonstrated severe calciﬁc arch disease with prox-
imal bilateral common carotid near occlusions, proximal subclavian artery
stenoses, and retrograde vertebral artery ﬂow. Endovascular attempts at
traversing the calciﬁed stenoses were unsuccessful, and an ascending aortic
inﬂow source was not feasible due to complete calciﬁcation of the ascending
aorta and aortic arch (Fig). A left common iliac artery to left subclavian
artery bypass and left subclavian artery to right common carotid artery
bypass was performed with 8 mm PTFE. The patient recovered well and
was rapidly discharged home. His symptoms of cerebrovascular insufﬁciency
resolved and the grafts remain patent 18 months postoperatively.
Conclusion: After radiation exposure, calcium salts are increasingly
found in scarred intima and media. This is the ﬁrst case report of iliac artery
inﬂow for supra-aortic branch revascularization in a patient with a hostile
ascending and thoracic aorta. Iliac artery inﬂow might also prove useful
for other indications such as total aortic arch debranching for thoracic
endograft placement in high risk patients.
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Objectives: Randomized trials and registries suggest that covered
balloon expandable stents have better short-term patency than bare metal
